In metastatic colon cancer, the vascular endothelial growth factor (VEGF) inhibitor bevacizumab is used in many protocols. In Australia it costs up to $8000 per month and can be used indefinitely, but only increases average survival by 0.9 months.
In 2015 a group of experts from the European Society for Medical Oncology said that many modern cancer drugs were of very little benefit to patients. They published a scoring system, unconnected with cost, that showed many drugs did not extend or improve people's lives for very long. 9 To address the cost of anticancer drugs there is a role for individual patients, organisations and physicians to advocate for greater access to, and fairer prices for, effective new therapies. The doctrine of justum pretium, or just price, refers to the 'fair value' of commodities. In deciding the relationship between price and worth (or value), the doctrine advocates that, by moral necessity, price must reflect worth. This differs from the function of free-market economies where prices reflect 'what the market bears', or what buyers are willing to pay. Some European countries are achieving comparable or superior outcomes with less outlay by considering best practice and assessing costeffectiveness. [10] [11] [12] Many governments like Australia's are already using health-technology measurements for resource allocation. These often use costeffectiveness thresholds like the National Institute for Health and Care Excellence in the UK which uses £20 000-30 000 per quality-adjusted year of life saved. Treatments exceeding this threshold are unlikely to be funded.
In the UK, setting thresholds has led to challenges from cancer groups. The subsequent publicity, threatened legal action and political pressure meant that major decisions not to fund two new targeted cancer drugs, trastuzumab and imatinib, were reversed. Consequently, the UK Government set up the Cancer Drugs Fund in 2010 and extended it to March 2016. 10, 13 Despite a lifetime budget of £1.27 billion, it overspent its budget for 2014-15 alone by 35%. It was announced in 2016 that funding will continue but will be capped at £340 million annually. The Canadian province of Ontario developed the publicly funded Ontario Public Drug Programs in 1995. 14, 15 However, a growing number of high profile cases of media and political pressure have also influenced drug approvals in the province. 10 Some recently developed anticancer drugs appear to be a major advance. In metastatic malignant melanoma a number of new immune checkpoint inhibitors have created excitement and hope in a disease for which there was previously no effective treatment. 1 One magazine hailed them as 'the most revolutionary cancer treatment in decades'.
2 These targeted drugs are likely to have a major impact on the treatment outcomes for other advanced incurable cancers too, but they are very expensive.
In practice, many of the earlier targeted cancer drugs have turned out to be disappointing. They are only suitable for a limited number of patients, and only add, on average, a few months of survival. 3 The clinical trials of new anticancer drugs use highly selected patients and the reported outcomes do not relate to the general community that we treat daily. 4 For the benefits these drugs deliver, the costs seem excessive. 5, 6 How are we to determine which new drugs are cost-effective and how do we pay for the ones that are?
Among patients with incurable metastatic melanoma 40-60% have BRAF V600 mutations and can be treated indefinitely with oral dabrafenib plus trametinib. The cost to the Pharmaceutical Benefits Scheme (PBS) is $8759 per drug per month ($17 518 per month total). Patients can then be started on an immune checkpoint inhibitor, such as pembrolizumab indefinitely at 2 mg/kg every three weeks, at a cost to the PBS of $8000 or more every three weeks, or $136 000 per year. These treatments may continue for years. Then patients can be given the cytotoxic immune modulator ipilimumab for a cost of $130 000 per course of four injections, which can be repeated if appropriate. These drugs can cost more than $500 000 per patient. None of these treatments are curative and on average they only prolong progression-free survival or overall survival by months, although some patients who would otherwise have died can have enduring benefit for years. There is no predictive biomarker for benefit from pembrolizumab or ipilimumab.
Looking at cancer therapies approved by the US Food and Drug Administration (FDA) for solid tumours between 2002 and 2012, the prolongation in median overall survival was only 2.16 months. 7 Of the 12 anticancer drugs approved by the FDA in 2012 alone, only three prolonged survival, two of them by less than two months. Yet nine were priced at more than $US10 000 per month.
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is not appropriate to not collect publicly accessible de-identified data on outcomes for all patients who receive these drugs. 16 Finally, we will need public debate about such targeted funding, about reducing unnecessary health expenditure elsewhere and about possibly increasing taxation.
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If we are going to consider similar government programs to maintain equitable access to expensive new cancer drugs in Australia, all physicians and scientists should insist on greater transparency of the data concerning these new drugs. As the immediate past Chair of the Pharmaceutical Benefits Advisory Committee Dr Suzanne Hill says, it no longer seems appropriate for all the data supporting government funding of these very expensive drugs to remain commercial-in-confidence. She also says it
